be managed differently from girls, and 38 investigated a second infection more thoroughly than the first in one or both sexes. Twenty five stated that they would adopt different diagnostic pathways in young patients, and 35 stated the age at which they considered it safe to stop antibiotic treatment in a child with vesicoureteric reflux: in both cases there was no unanimity about the critical age. When asked whether any investigations were routine before prophylactic antibiotic treatment was stopped 40 replied yes, 33 replied no, and seven replies were equivocal. Those who answered yes were then asked which investigations they performed. Among the 40 replies there were 24 different schemes, which were not analysed further.
Comment
Our results show an alarming conflict of practice, with recent reports equally confusing. The practices used by many of the respondents were certainly at variance with the current understanding of the natural course of urinary tract infections in children. Two recent review articles published in the same journal presented quite different schemes of investigation. 2 Nuclear medicine studies are integral to many of the proposed pathways of treatment,34 but as almost a quarter of our respondents had no access to such facilities these schemes had little relevance to them. Six women aged 24-32 (mean age 27) presented three to-eight weeks post partum with a breast abscess (table). All were breast feeding and had had at least 48 hours' treatment with flucloxacillin before being seen. Initial treatment consisted of aspirating as much pus as possible from the abscess with a 19 gauge needle and syringe and a seven day course of oral flucloxacillin, 500 mg four times daily. Samples of pus from all six women were sent to the bacteriology department for culturing and testing for sensitivity to antibiotics. The women were given the option of continuing to breast feed from either breast; none were given drugs to suppress lactation. Aspiration was performed three times weekly until no more pus was aspirated, and all of the patients were reviewed after three weeks and three months.
Volumes At review three weeks after the last aspiration all of the women were well with no symptoms, and by three months no clinical abnormality was palpable at the site of the previous abscess. Four women stopped breast feeding after the initial visit, but two continued to breast feed throughout the period of treatment. All six women were pleased that they had avoided an operation, an admission to hospital, and separation from their babies and family.
Breast abscesses in lactating women are now uncommon.2 This is probably because many women with sepsis of the breast are treated successfully with BMJ VOLUME 297 10 DECEMBER 1988 antibiotics.' For those whose sepsis fails to respond to antibiotics incision and drainage is recommended.' 2 The theoretical advantages of this approach are that it allows the loculi within the cavity of the abscess to be broken down and that it allows dependent drainage, usually with a corrugated drain, to Case report A 23 year old physical training instructor ran two 400 m sprints on a cool afternoon. Soon afterwards he felt unwell with tenderness in the abdominal muscles, buttocks, and flanks. He passed little urine over the next four days. On admission to hospital six days after the sprints his serum concentration of creatinine was 1160 !tmolIl, potassium 4-8 mmol/l, creatine kinase 90 IU/1, aspartate transaminase 12 IU/1, urate 0 59 mmol/l, calcium 2 17 mmol/l, and phosphate 2 0 mmol/l. He made a spontaneous recovery from acute renal failure and 14 days later the results of a renal biopsy were consistent with acute tubular necrosis secondary to rhabdomyolysis. His renal function returned to normal, and he resumed a full sporting programme. There was no relevant drug, personal, or family medical history, and he had previously undergone two general anaesthetics without event. He had been a schoolboy football international and started competitive athletics at the age of 20. He regularly noticed pain and tenderness in the buttocks after 400 m and 800 m races but never after longer or shorter distances.
Two years later he again ran two 400 m sprints on a cool afternoon. He had avoided alcohol for several days and ensured adequate hydration and nutrition. Again he developed pain and tenderness in the buttocks and flanks and was admitted to hospital 24 hours later. Urine dipstick testing showed protein (4+) and blood (3+); myoglobin was not looked for at that stage. Investigations on admission showed a serum concentration of creatinine of 380 imol/l, potassium 4-4 mmol/l, and creatine kinase 107 itmol/l. His renal function deteriorated, and he was referred to the renal unit, where he required haemodialysis for one week before recovering function. Results of subsequent investigations were all normal and included measurements of calcium, phosphate, and urate concentration, thyroid function, and activity of muscle enzymes including debrancher enzymes and carnitine palmityl transferase; ischaemic lactate tests; electromyography and nerve conduction studies; and a phosphate nuclear magnetic resonance scan. The results of muscle biopsy were compatible with rhabdomyolysis; phosphorylase was present in normal amounts, there was no excess of glycogen, and his mitochondria seemed normal. Two months after recovery creatine kinase activities before and after a 2-4 km jog were 97 IU/l and 115 IU/l respectively and rose to 183 IU/l after 24 hours. No myoglobinuria was detected after exercise, though he was tender over the erector spinae and hamstring muscles and fevevish (38 7°C) 16 hours after exercise.
The unusual feature of this case was the development of acute renal failure on two separate occasions after two 400 m sprints. The presumed cause on each occasion was rhabdomyolysis, as suggested histologically by renal and muscle biopsies. The creatine kinase activity was, however, normal six days later on the first occasion and only one day after exertion on the second. He developed a small but definite rise in creatine kinase activity after exercise, but this is well described in normal individuals. We could not find any of the known causes of rhabdomyolysis, neither could we show any abnormality of muscle function despite extensive investigation, including enzyme assays, biopsies, and phosphate nuclear magnetic resonance scanning. No precipitating factors such as fasting, fever, alcohol, or viral infection were present on either occasion. The precise cause of his acute renal failure remains unknown; he might have an unrecognised metabolic defect or may be capable of exerting himself beyond normal limits.
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